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Introducing ASHA’s new executive director .. . 


Appointment of Conrad Van Hyning as executive director of the Ameri- 
can Social Hygiene Association was announced December 1 at a meeting 
of the association’s board by Philip R. Mather, of Boston, president. 


Mr. Van Hyning, who has had long experience in various health and 
welfare agencies, was formerly general director of the National Travelers 
Aid Association. In his new post he succeeds Dr. Walter Clarke, who 
retired last June after almost 40 years with the American Social Hygiene 
Association, 


During extensive service in the welfare field Mr. Van Hyning was 
director of public welfare for the District of Columbia and was assistant 
executive director of New York State’s Emergency Relief Administration 
and New York City’s Welfare Council. He has taught public welfare and 
community organization courses at both City College of New York and 


the New York School of Social Work. 
(please turn to page 48) 
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Formerly director of Bellevue Hospital's 
division of psychiatry. Now professor of 
psychiatry at the University of California 
Medical School. Medical superintendent of the 
Langley Porter Clinic. Consultant to the 
Surgeon General, U. S. Army. 


Karl M. Bowman, M.D. 


The Problem of Homosexuality 


by Karl M. Bowman, M.D., and Bernice Engle 


Since the term homosexuality has many different meanings, it is neces- 
sary to describe the various ways it is used in the literature. We speak of 
two types of homosexuals—the overt and the latent, each subject to further 
classification. 


Overt homosexuals 


We think of the overt homosexual as a person who carries out a sexual 
act with a person of the same sex. 


However, as Kinsey has pointed out, we do not have two clear-cut groups 
with homosexuals as one distinct class and heterosexuals as another. In 
between the extremes of exclusively homo- or heterosexual behavior lie 
a number of gradations, based on the relative amounts of such experience 
or response in each man’s history. Midway on a seven-point scale is the 
group whose overt sexual experience and reactions are about equally 
divided between homo- and heterosexual behavior. The Kinsey calcula- 
tion is that four percent of white males are “exclusively homosexual 
throughout their lives,” after the onset of puberty. 


It is of some interest that Kinsey reports homosexual relations in the 
active male population of single, postmarital and married men to be of 
much lower frequency than is heterosexual intercourse in these same three 
groups ... and “long-time relationships between two males are notably 
few.” 


The legal misnomer 


From the legal standpoint, any person convicted of carrying out a 
sexual act with a person of the same sex would be convicted of homo- 
sexual activity and classified as a homosexual. Some individuals so 
convicted may be completely homosexual in their attitude and behavior 
and have no interest whatever in heterosexuality. 


However, other individuals so convicted by the courts may not have 
really desired such a homosexual experience, may have felt disgusted at 
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having yielded to the approaches of the other individual, may have in 
the past led an active heterosexual life, and may lead an exclusively 
heterosexual life in the future. Calling such persons homosexuals is com- 
parable to calling a person with one-sixteenth Chinese blood and fifteen- 


sixteenths white blood an Oriental and not a Caucasian. 


Latent homosexuals 


The second group are those individuals who are called latent homo- 
sexuals—individuals who have never had overt homosexual experiences. 


This group has two subgroups: 

@ Those who consciously desire homosexual relationships but 
carefully control these impulses in the same way that many persons 
who desire heterosexual relationships carefully control such desires. 
There are, for example, a great many young women with normal 
heterosexual drives and feelings who are virgins. 


@ Those who, at a conscious level, have no interest in homo- 
sexual relations and even react with disgust to such an idea. How- 
ever, they do have strong homosexual drives at an unconscious level, 
and their behavior is often motivated by these drives which come out 
in some disguised fashion. 


It will be seen, therefore, that when we speak of homosexuality we are 
not talking of simple homogeneous groups, but are describing a number 
of groups which in many ways differ from each other. 


A social problem 
Society is interested mainly in the overt homosexual who leads a fairly 
active homosexual life and who may be responsible for initiating others 
into homosexual activities. The latent homosexual is ordinarily no legal 
or sociological problem, although his latent homosexuality may result 
in all sorts of neurotic behavior which makes him a problem to the 
psychiatrist. 


This article deals primarily with the overt homosexual and will discuss 
something about the incidence of overt homosexuality, its causes, its 
treatment and possible ways of prevention. First it will review historically 
the occurrence and incidence of homosexual behavior in human beings, and 
then will discuss studies of homosexual behavior in vertebrates and par- 
ticularly in mammals. 


In Greece, the Orient and Israel 


Homosexual relationships have been common in many cultures at all 
periods. Certain societies—for example, the upper classes of classical 
Greece—have considered male and to some extent female homosexual re- 
lationships as ideal, superior to heterosexual unions. 
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Nine years old— 
mean age 

for the first 
homosexual contact. 


Such Oriental religions as the Hindu, Buddhist and Mohammedan have 


not discriminated against homosexuality. 


A study of sex customs sponsored by Kinsey traces our stigma on homo- 
sexuality to the strong rise of nationalism in the Jewish tribes which after 
their return from Babylon banned all social customs, including sexual 
ones, that smacked of foreign influence. Christianity, the child of Judaism, 
continued these bans as she spread her influence over the western world. 


Kinsey statistics 


The famous Kinsey studies give much definite information—based on 
personal histories of more than 5,000 male interviewees—about the preva- 


lence of homosexuality in our country. 


@ At least 37‘% of the total male population has had “some overt 
homosexual experience to the point of orgasm between adolescence 


and old age.” 

@ Half of all men single until age 35 have had such overt experi- 
ence after the onset of adolescence. 

@ The largest amount of overt homosexual activity occurs in men 


who go to high school but not beyond. 


@ In preadolescent histories homosexual play occurs more fre- 
quently than does heterosexual play, and the mean age for the first 
homosexual contact is about nine years. 


@ Among preadolescent boys the most common homosexual ac- 
tivities are exhibitionism and mutual manipulation of the genitalia. 


@ About a third of adult males attain orgasm at least once through 
another male’s oral stimulation of the penis. 
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Kinsey finds that a high percentage of imprisoned men become in- 
volved in homosexual activity after some length of incarceration, although 
in short-term institutions perhaps half the men engage in no homosexual 
activity during their stay. In Kinsey's opinion, the fact that male juvenile 
offenders are often segregated for some years in correctional institutions 


and that boys in private boarding schools or even in day schools see 
mostly their own sex also affects the problem of homosexuality. 


The Kinsey studies on women have not yet been published. However, 
partial studies by other investigators indicate that overt, active homo- 
sexuality is less frequent among girls and women than among boys and 
men. 


Primitive societies 


The homosexual factors observed in primitive man and in animals form 
an important background for man’s homosexual activities. In Patterns 
of Sexual Behavior, Ford and Beach trace the biologic tendency for in- 
version of sexual behavior throughout the mammals, including human be- 
ings. 


Although never the predominant sexual activity in any society or animal 
species, homosexuality occurs to some extent among adults of almost ail 
cultures so far observed or studied, including those which ban it most 
severely. Again, it is more common among males than females in both 
human beings and animals, especially the primates. 


In 28 of the 76 primitive societies for which Ford and Beach found 
first-hand data, homosexual relations were reported to be absent, rare 
or highly secret. All 28 societies used specific social pressures and punish- 
ments ranging from ridicule to threat of death. In the one exception—a 
South American tribe without sanctions on homosexuality and with ex- 
tremely permissive codes regarding sexual relations—homosexuality was 
rare, but the major preoccupation centered about food, not sex. 


In the 49 societies in which some type of homosexuality was considered 
normal, many tribes looked upon preadolescence as a time for experi- 
mentation in various sexual practices, heterosexual and homosexual. 


Most 

overt homosexuals 
do not 

attend college. 


In her work with seven South Seas peoples Mead noted a widespread 
worry that boys might not grow up to be men, without any corresponding 
anxiety that girls would have trouble becoming women. Mead relates 
this worry to the more common occurrence of homosexuality in men. 
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Animals 


Hormones and sex 


Ford and Beach’s review of zoologic evidence shows the occurrence of 
inversion of sexual behavior in all mammals, but much more common in 
male than in female animals. The authors admit the difficulty of defining 
homosexual behavior in animals, since the expression of climax (the 
Kinsey criterion for human outlets) is hard to detect in animals. Homo- 
sexual-like relationships often precede sexual maturity in male monkeys 
and apes, but occur less frequently in maturity and accompany rather 
than substitute for heterosexual unions. 


From their cross-cultural and cross-species comparisons Ford and Beach 
conclude that the cerebral cortex more and more controls sexual behavior, 
especially in males, as mammals go up the evolutionary scale . . . and 
hormonal control becomes less and less important. Females, both animals 
and human beings, continue to depend more on sex hormones for reaction 
to sexual stimuli. Both sexes have many sexual mechanisms in common. 
The authors conclude that tendencies leading to homosexual relations are 
probably less strong than are those leading to heterosexuality. 


The foregoing discussion indicates that investigators into the causes 
of male homosexuality must tackle such problems as possible physical or 
hereditary abnormalities in sex organs and glands, and psychologic and 
social influences on the development of sexuality. 


The whole subject of sex hormones and their relation to other glandular 
secretions is a most complex one and needs careful, extensive investiga- 
tion. Considerable animal experimentation and human studies show 
quantitative rather than qualitative differences in hormonal balances. 


For example, a male animal given large amounts of androgen (the 
so-called male hormone) will attempt to mate with almost any animal of 
proper size. Glass et al., Hoskins and Pincus, Perloff and others have 
investigated whether ratios between androgen and estrogen (the female 


Latent homosexuals 
% may not recognize 
their inclination. 
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hormone) differ in normal and in homosexual males. Results have been 
most inconclusive. Samples have been small and controls often lacking. 


Kinsey has pointed out that these studies fail to take into account such 
known facts as the wide variations of hormonal content in urine samples 
from the same individual, combinations of both heterosexual and homo- 
sexual experience at every possible gradation between the two extremes, 
and changes at later ages from exclusively homo- or heterosexual patterns to 
the opposite. Biologic factors would have to correlate with the degree 
of heterosexual-homosexual balance in each male’s history. He cites the 
example of two males who had indulged for respectively 15 and 17 years 
in almost exclusively homosexual behavior and then began at ages 30 
and 28 to have frequent heterosexual relations. 


Cases of hermaphroditism throw some light on the question of homo- 
sexuality. Capon, reviewing 40 previous authenticated cases, reported a 
patient, aged 29, with ovotestis on the right and ovary on the left, who 
had been reared as a male and regarded his marriage as satisfactory. 
Capon agrees with other writers that in most cases of true hermaphroditism 
the individual’s libido and object of sexual desire depend on his upbringing 
rather than on his chemical quantification. 


Physical appearance and homosexuality 


Sheldon’s studies of constitutional structure, continued in his survey of 


200 delinquent youths, have correlated anthropometric analyses with vari- 
ous types of delinquency. 


In homosexual males pronounced structural types were rare, nor did 
the youths have grossly feminine arm-leg proportions, feminine pubic hair 
pattern or fat distribution. Rather, what appeared were a feminine char- 
acter of face, hands and skin, characteristic gestures and coordination 
and type of voice or facial expression. In no case could a known male 
homosexual be picked out from his somatotype picture. 


Sheldon recommends careful studies and comparisons of non-delinquent 
and delinquent homosexuals. 


Inherited or constitutional factors 


An older theory traced the cause of overt male homosexuality to an in- 
herited constitutional base. A few contemporary studies have investigated 
the incidence of homosexuality in families, especially the proportion of male 
to female siblings of male homosexuals, in order to show an abnormal 
chromosomal inheritance. Kallmann in 1947 began a carefully planned 
twin and sibship study of overt male adult homosexuals. 

Recently Kallmann reported on the genetic aspects in a series of 85 adult 
male twin subjects rated by the Kinsey scale as exclusively or pre- 
dominantly homosexual. 
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Of the 65 men, 45 were co-twins of two-egg, and 40 of one-egg, pairs. 
He included both siblings and offspring of the male homosexuals, to see 
whether in number and sex they conformed to the averages for the 
population, since if they did not, this might indicate some genetic factors 
as being present. He found no statistically significant differences. 


The comparative data about the twin partners of the 85 homosexual 
subjects were more explicit. 


The co-twins of the 45 men in the two-egg pairs had a moderately in- 
creased tendency to overt homosexuality, when compared with Kinsey 
ratios for the total male population. 


Far more striking were the figures for the 37 co-twins available for 
study of the 40 men in the one-egg group. Not one could be classified 
as entirely heterosexual, and 33 were wholly or mainly homosexual. The 
majority agreed with their homosexual co-twins both in overt practice 


His father takes 
an important part 
in his training . . 
his mother offers 
warm care 

and affection. 
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and in degree of homosexuality, even tending to very similar sex ac- 
tivities and in some cases to feminized appearance and behavior. Yet 
many pairs claimed to have developed the sexual pattern independently 
and far apart from each other. 


No single cause 


Kallmann concludes that these data are not yet extensive enough to 
fully support a genetic theory of male homosexuality. They do show a 
multiple causation. Apparently, biologic components and factors of per- 
sonality development are so closely interrelated that a variety of mechanisms 
at different developmental stages may disturb the individual’s attainment 
of sexual maturity. Kallmann compares the range of causes, from a 
genetic standpoint, to the extent of developmental possibilities in left- 
handedness. He urges more basic research in the biologic components 
of male homosexuality, an abnormality which he has found to be the 
source of much unhappiness and discontent. 


Its roots in childhood 


Psychologie views about homosexuality are also varied. According to 
Fenichel, a young man has attained normal genital maturity when his 
object choice “becomes more or less limited to the opposite sex .. . 
and he achieves full orgasm. A further psychoanalytic view which has 
attained fairly general acceptance is the idea that homosexuality stems 


” 


from a fixation during early childhood sexual development or a regression 
to infantile sexuality, and is aggravated if the boy has a weak father (or 
none) in his upbringing. 


All observers agree that overt homosexuality is less common in women, 
probably less intense and meets with less social disapproval than in men. 
Perhaps there is less censure because of the greater demonstrativeness 
socially allowed to women and the fact that their relations more often than 
men’s approximate a mother-child relationship. 


Observers also agree that under certain conditions normal men sub- 
stitute homosexual for heterosexual relations and thus make the best of 
necessity. Another group seems to have little preference and depends on 
whichever relations are more readily available. 


The masculine or feminine role 
In the exclusively homosexual group, attempts have been made to 
classify individuals as active or passive in sexual activity. This classi- 
fication is not clear-cut, since many men assume either the masculine or 
feminine role without much choice. 


However, a small number of exclusively homosexual men regard them- 
selves as women, adopt occupations usually held by women, try to dress 
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in feminine attire and often ask for castrative surgery. I have records 
of two such men who requested amputation of penis and testicles, con- 
struction of an artificial vagina and suitable hormonal administration. 
(In contrast, two women asked for hysterectomy and amputation of 
breasts, with endocrine therapy, in the hope that the clitoris could be 
elongated into a penis.) Male homosexuals of this type are colloquially 
called “queens,” often have effeminate looks and behavior and apparently 
differ from the main group of homosexuals, who are like average men, 
This group offers an extremely interesting field for study. 


It should be noted here that the large group of homosexuals contains 
many men of a particularly virile, masculine type, a number of whom 
go in for active sports and become noted athletes. Intensive study of a 
group of these men would also be desirable. 


Treatment 


The problem of treatment is one of the most thorny in medical therapies. 
A number of methods have been reported, only to be discarded later as 
ineffective. 

@ Glass and coworkers found uneven results in hormonal therapy 


of male homosexuals. 
@ Lurie reported benefit in four boys treated by androgen therapy. 


@ In Perloff’s cases, administration of androgen increased sexual 
activity or working capacity of homosexual men without changing 
at all their choice of sexual object. 

@ Freed also reported failure of androgen therapy in male homo- 
sexuality. 

@ Owensby claimed success in freeing psychosexual energy by 
metrazol convulsions in six cases, but these results have not been 


confirmed. 


@ Thompson later reported failure with electroconvulsive shock 


therapy in six cases of homosexuality. 


Castration here and abroad 


Surgical methods have also been applied to treatment of homosexuality. 
Several European countries, notably Denmark, have used castration as 
therapy for sexual criminals, including homosexuals who attacked young 
males. According to reports, the rather extensive experience in countries 
like Denmark, other Scandinavian countries, Switzerland and Holland has 
resulted in fairly strong though not uncritical support. Danish therapists 
have found a distinct reduction of desire, so that castrates have been 
able to avoid further sexual crimes. 
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One or two reports in this country advocate the treatment, but the 
medical attitude is, in general, adverse. However, there has been no 
really serious investigation here of the actual results of castration nor 
of its therapeutic aspects. Therapeutic castration therefore seems to be 
a valid subject for research, under carefully controlled scientific study. 


A very few reports have concerned use of lobotomy in cases of sexual 


psychopathy. In one case lobotomy apparently relieved the increasing 
homosexual drive in a man of 52 who had been sexually involved with 
two small boys ... but later investigation showed that the operation 
had not actually improved the fundamental sexual abnormality. 


A long-term study of the effects of lobotomy upon various sexual ac- 
tivities is in progress, but results have not yet been reported. 


Psychiatric treatment 


Reports on individual and group psychotherapy of homosexuals in 
cases followed for considerable periods are discouraging. Many psychi- 
atrists state that treatment does not influence the homosexuality but may 
help in the patient’s better adjustment. This opinion was expressed by 
the founder of psychoanalysis in his letter to an American mother. Freud 
declared that homosexuality is “nothing to be ashamed of, no vice, no 
‘great injustice to persecute (it) as a crime and 


. 


degradation.” and it is a 
cruelty too.” 


Although cure is usually no longer possible, analytic treatment may per- 
haps bring harmony, peace of mind and full efficiency to the unhappy 
neurotic patient ... and sometimes it succeeds in “developing the blighted 
germs of heterosexual tendencies” present in every homosexual. 


Recently a patient of 30 applied for treatment in order to make a 
heterosexual adjustment and to be at ease with people. He had suffered 
in puberty a double tragedy of which his family never spoke. At 13 
his twin sister died of an abortion procured because she was pregnant 
by him, and his favorite older married sister became ill while caring for 
her and also died suddenly. When he later resumed sexual intercourse 
he noted intense anxiety and thereupon began homosexual relations. 


In the five years prior to applying for treatment he had been gravely 
dissatisfied with his poor work adjustment and with several homosexual 
relationships. Treatment of more than a year resulted in some improve- 
ment in his work and social adjustments. There was a decrease in amount 
of homosexual activity and an increased interest in young women, although 
no overt heterosexual activity occurred, 


The patient believed that he would eventually be able to marry. How- 
ever, he recognized that many problems still prevented his making an 
even halfway normal adjustment. This case illustrates one of the many 
complex aspects of homosexuality. 
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Active homosexuality 
has less attraction 
for women. 


Conflict 


In April of 1950 Anna Freud presented at a New York meeting four 
dissimilar cases of manifest male homosexuality, which have been briefly 
reported. An active conflict in these patients between their masculine and 
feminine tendencies had prevented full identification with their father. 
Miss Freud found that when the patients appreciated this conflict between 
desires for both active and passive roles, when they became aware of 
their unconscious fantasy about their changing role in the homosexual 
relationship, they understood their problem and could discuss it. The 
full resolution of these conflicts and accompanying fantasies resulted in 
the patients’ achieving sexual normality. 


These cases should be reported in much fuller detail and followed care- 
fully over a long period before valid conclusions can be drawn. 


University students 


B. H. Glover states that cases of homosexuality and other socially offend- 
ing sex problems seen in a university department of student health have 
increased since the war. Using direct psychotherapy, he enlisted each 
patient’s cooperation in a complete program of reconditioning and reeduca- 
tion. With the aim of modifying their whole ecology, Glover urged the 
patients to drop as fast as possible all suspect marks of homosexuality and 
all homosexual connections, and to form new interests and activities. 


He hoped that the patients would gradually learn to develop masculine 
mannerisms and interests, and thereby gain confidence. He warned them 
to consider treatment a lifelong self-help project, without guarantee of 
success. After a year only one of 12 patients had significantly improved. 


Throughout history society has imposed legal penalties for sexual con- 
duct regarded as harmful to individuals and the group. Laws regarding 
homosexuality vary even more than do medical and anthropologic views. 


In 46 states statutes specify sodomy (defined usually according to 


common law as sexual intercourse per anum between two males) as illegal, 
and in the other two states (New Hampshire and Vermont) more general 
laws cover the subject of sodomy. Four states prohibit sexual inter- 
course per os or per anum between man and man, man and woman, or 
human being and animal or corpse. 
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The California law (Penal Code, Title 9, Chapter 5, 286-287) penalizes 
by not less than one year’s imprisonment “every person who is guilty of 
the infamous crime against nature, committed with mankind or with any 
animal,” and the slightest penetration is enough “to complete the crime 
against nature.” 


Ploscowe points out that despite the legal coverage arrests and prosecu- 
tions for sodomy between adults are rare. For example, arrests in New 
York City for the 10-year period from 1930 to 1939 averaged 140 a year, 
and the majority involved juveniles and adolescents. In Ploscowe’s opinion 
the Kinsey studies rightly question the value of statutes regarding sodomy 
and emphasize the reasonableness of limiting those provisions to pro- 
tection of children and adolescents. 


Any causal connection between homosexuality and criminality is not 
at all clear. Homosexuals as a group are unhappy and discontented, but 
most of them control their social conduct within the same legal bounds as 
do others. 


In California 


Recently the California legislature appropriated money for beginning 
long-time research on the problem of sex behavior and for working out 
better ways to deal with the problem of sex offenses. Under terms of the 
law the State Department of Mental Hygiene, acting through the medical 


superintendent of Langley Porter Clinic, plans and conducts scientific 
research into the “causes and cures of sexual deviation, including devia- 
tions conducive to sex crimes against children, and the causes and cures 
of homosexuality, and into methods of identifying potential sex offenders.” 


Thus it is apparent that California legislators are troubled mainly about 
sex crimes against young children and sex crimes of violence, although 
homosexuality is also a matter of concern. 


A community survey of one California county has been made, with 
surveys planned for other representative counties, as to what practices 
govern detection, prosecution, conviction and punishment or rehabilitation 
of sex offenders, including homosexuals. Many experienced psychiatrists 
believe that homosexuality is no offense unless young children or violence 
or public indecencies are involved. Implementation of this belief would 
mean the changing of certain laws about the culpability of adult homo- 
sexuals and their acts. 


Also being carried out in the California project are biochemical and 
endocrine studies of certain steroid sex hormones and antienzymes in the 
urine and blood of homosexuals committed to two state hospitals near 
Los Angeles. This piece of research aims to determine possible endocrine 
or other biochemical imbalances in these patients and any correlation 
with emotional and mental factors. So far the investigation has succeeded 
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in refining methods and more accurate measurements, and it is hoped that 
conclusive evidence may soon result. 


A plan to compare an adequate number of homosexuals with a control 
group in all phases of diagnosis and treatment has been outlined. Collec- 
tion of such data and their analysis would require at least a three-year 
study, but would provide useful facts applying to a large number of homo- 
sexuals, 


What about prevention? 


The problem of prevention has not been too well explored and doubtless 
awaits more valid evidence of the causes of homosexuality and of suc- 
cessful treatments. At the present state of knowledge there seems to be no 
genetic approach which can be advocated. While Kallmann’s studies of 
heredity are suggestive, we are not justified in advocating mass steriliza- 


tion of homosexuals as a solution to this problem. 


Some observers argue that social factors and cultural attitudes in this 
country oppose the extension of heterosexuality and thus indirectly en- 
courage the formation of homosexual ties. Parents and educators are 


always afraid that boys and girls will get into trouble if they see too 


much of each other or indulge in heavy petting. Many young people 
have limited opportunities to make contacts with the opposite sex. 


Kinsey has stated that the individual’s sexual pattern depends in part 
upon the circumstances of his early history and his conditioning to 


various sexual experiences. His data indicate that long-time institutional- 


ization of male adolescents, whether correctional or educational. tends 


to induce a homosexual pattern. 


Father plus mother 


This means that methods of child-rearing, the question of coeduca- 
tional training and cultural attitudes toward early heterosexual activities 


should be scrutinized carefully, if homosexual patterns are to be avoided. 


Knowledge of psychosexual development suggests that the father should 
take an important part in training the boy and restraining his instinctual 


Former instructor in the department of classics, 
University of Kansas. Now research assistant 

in sexual deviation at the Langley Porter Clinic, 
San Francisco. Co-author of psychiatric articles 
and books, including Psychiatry in World War Il. 


Bernice Engle 
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Mother and father, too, for good sexual adjustment. 


drives, while the mother should offer warm care and affection. The boy 
thus has a man to identify with and a beloved mother-figure to possess 
as an ideal. 


Boys and girls should have many opportunities to mix with each other 
and to form early attachments, but sexual interests should not be stimu- 
lated until adolescence has begun. 


Taboos 


Society at the present time does not seem prepared to relax its pro- 
hibitions on extramarital heterosexual intimacies. The influence of most 
religious organizations would be against any such modification of con- 
ventions regarding sex behavior. The fear of pregnancy (since no com- 
pletely effective contraceptive device exists at the present time) further 
influences sexual behavior and indirectly favors discreet homosexual re- 
lationships. 


American sex laws also reflect the present social attitude toward hetero- 
sexuality outside marriage and toward known homosexual relations. Many 
written codes heavily penalize premarital or extramarital intercourse and 
homosexual experiences. Whether society is ready to modify current sex 
laws in order to make them closer to actual practices among the different 
groups is not clear at this time. 


HAVE YOU... 


Renewed your ASHA membership for 1953? 
Mailed your 1953 subscription to the JouRNAL oF SociaL Hy¢rene? 
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Scriptural, 
sexual, 
spiritual 


Sex in the Old Testament 
by Rabbi Stanley R. Brav 


Religion, any schoolchild will assert, is what you find in the Bible. 
Holy Writ is essentially the textbook of faith. Many know the Bible is 
this . . . plus. 


But the suggestion that it is one of man’s oldest primers of sex behavior 
almost smacks of blasphemy . . . until one realizes how rare is such a 
primer in world literature and how eminently qualified is the Book of 
Books to play such a role. Particularly is this true of the Hebrew 
Scriptures or Old Testament, sacred alike to Jews, Christians and Mo- 
hammedans by the hundreds of millions. Can the juxtaposition of the 
sexual and the spiritual in mankind’s most hallowed pages be an accident, 
something of chance or “happenstance”? 


It is instructive to survey the range of Biblical treatment of sexual 
behavior, quite aside from general references to family relationships and 
such tangential data as the genealogical “begats.” There is the brilliantly- 
limned illustrative narrative, the specific legislative injunction, the didactic 
moral counsel and the colorful, erotic poetry. Each serves its own function, 
multiple and diverse yet transparently of a particular pattern. 


No one chapter or book is devoted to the subject. It is staggered 
throughout and interwoven with many others, as in life generally. Nor 
is there overbalance. Sex is obviously important, yet never is it made to 
appear preeminent or central among life’s values. It is given its place, 
its due place, never more . . . but never less! 


No “birds, bees and flowers” approach sullies Scriptural directness with 
artificial circumlocution. Characteristically, “Adam knew Eve his woman 
and she conceived and bore Cain... and again his brother Abel” 
(Genesis 4:1, 2). The niceness of “knowing” to describe intercourse is 
self-evident. Is is only equaled in its common Biblical synonym, so well 
instanced when the mythical “sons of God came in unto the daughters of 
men and they bore (giants in the earth in those days)” (Genesis 6:4). 


17 


= 
—: 
% 
| 


Yet again we can read, without verbal camouflage, “My well-beloved . . . 
shall lie all night betwixt my breasts” (Song of Solomon 1:13). 


censored the Bible 


There is a recognition of facts here and a candor that matches the 
naturalness of saying, “They shall be one flesh. And they were both 
naked, the man and his woman, and were not ashamed.” One blushes 
for the prudery of yesteryear that bowdlerized such passages. Honi soit 
qui mal y pense. “The imagination of man’s heart” may be “evil from 
‘seedtime and harvest, cold and heat, summer 


. 


his youth,” but nonetheless 
and winter, and day and night” need not cease therefore (Genesis 8:21, 22). 


There is no denying that even to heavenly creatures the daughters of 
men can appear more than passing fair (Genesis 6:2). Abram feared for his 
life because of Sarai’s beauty, and he did not hesitate to tell her (Genesis 
12:11). Very lovely, indeed, the Egyptians found her (Genesis 12:14). 


The candor of Solomon 


Gther women, including Rebekah (Genesis 24:16; 26:7), Rachel 
(Genesis 29:17), Esther (2:7), and Bathsheba (II Samuel 11:2) are 
similarly described. In fact, Rachel—and later Esther—were not only 
well-favored but “beautifully formed.” And there can be no question as to 
the pulchritude of the Shulamite, or whatever damsel is envisioned in the 


Song of Songs: 


“How beautiful are thy sandaled feet, O princess! 
. . » Thy thighs like jewels, set by the skilled craftsman; 
Thy navel like a round goblet. . . . 
Thy belly a heap of wheat set about with lilies; 
Thy two breasts like twin roes. . . . 
Thy neck . . . of ivory, thine eyes as pools of water... . 
How fair and pleasant art thou, O love, for delights! 
Straight as a palm, breasts as clusters of grapes.” 

(Song of Solomon 7:1-8) 


Reticence and excessive delicacy would seem to be later products than 
Holy Writ. Which is not to suggest that standards of sexual morality 
are less than sharply defined. Somewhere—early-—a man’s woman became 
his wife, and two or more types of marriage are delineated, as well as 
concubinage and other domestic relationships. One might desire more 
specific reference to wedding ceremonies proper, but one can find reference 
to cognate customs and practices. That polygamy does not pay seems 
to be one of the minor but undeniable verities of Scripture. 


The norm is established in Proverbs (18:22), “Whoso findeth a 
wife findeth a good thing, and obtaineth favor of the Lord.” But it had 
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A wife is a 
good thing. 


better not be an odious shrew (Proverbs 30:23). It had better be some- 
one approximating the priceless woman of virtue whose works praise her 
in the gates (Proverbs 31:10-31). 


Deviations from the norm are more in point here. 


And harlots there were 


The wayward woman, in a Book given us by men, comes in for par- 


ticularly scathing denunciation. It is not enough to legislate, “Thou 
shalt not commit adultery” (Exodus 20:14; Leviticus 18:20; 20:10, 
Deuteronomy 5:18; 22:22, ete.)—even in quadruplicate—making it al- 
together clear that the male is equally obligated. It is not enough to 
devise a bitter-water ordeal for the wife suspected of adultery (Numbers 


5:11f). We have to be informed that “an adulterous woman . . . eateth, 
and wipeth her mouth, and saith, | have done no wickedness” (Proverbs 
30:20). She is on the hunt for precious life itself (Proverbs 6:26). 


She may be “attired as a prostitute, and subtle of heart . . . loud and 
stubborn, lying in wait at any street-corner, to catch and kiss a man, and to 
importune him with impudent face: ‘Il have been looking all over for 
you and I have found you: I have decked my bed with tapestry coverings 
and fine linen . . . | have perfumed it with myrrh, aloes and cinnamon. 
Come, let us take our fill of love until the morning; let us comfort our- 
selves with amorous adventure. For my husband is not at home, he is 
off on a long journey .. .” (Proverbs 7:10f). 


In adultery—dishonor 


The youngster, “void of understanding,” who is caused by her to yield, 
who is forced by the flattery of her lips, “goeth after her straightway as 
an ox goeth to the slaughter ... till a dart strike through his liver; 
as a bird hasteth to the snare, knowing not that it is his very life he is 
surrendering . . . for she hath cast down many wounded: yea, many 
strong men have been slain by her” (Proverbs 7:21-23, 26). 


It stands to reason: “By means of a whorish woman one is reduced to 
a crust of bread. ... Can a man take fire in his bosom, and his clothes not 
be burned? Can one walk on hot coals and his feet not be charred? So 
he that goeth in to his neighbor’s wife; whosoever toucheth her shall not 
be innocent. Men do not despise a thief, if he steal to satisfy his soul 
when he is hungry. . . . But whoso committeth adultery with a woman 
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lacketh understanding; he destroyeth his own soul. A wound and dis- 
honor shall he get; and his reproach shall not be wiped away. .. .” 
(Proverbs 6:25f). 


Pharaoh had to guard lest he be adulterous unawares (Genesis 12:11f), 
and Abimelech, also, on an occasion or two (Genesis 20:1f and 26:6f). 
David’s paramount sin—for which he suffered painful punishment—was 
adultery with Bathsheba (I1 Samuel 11:2-5). 


Potiphar schemes in vain 


To be sure, there is a way of dealing with the scheming adulteress— 
even at a risk. Potiphar’s wife “cast her eyes upon Joseph and said, 
‘Lie with me,’ but he refused, and said, ‘My master has trusted me utterly 
with everything that is his . . . how then can I do this great wickedness, 
and sin against God?’ And it came to pass that though she spoke to Joseph 
day after day, he paid her no heed to lie with her nor to be with her. And 
shortly thereafter, when they were in the house, and none others were 
within, that she caught hira by his garment, saying, ‘Lie with me,’ and 
he left his garment in her hand, and fled . . . (Genesis 39:7-12). 


“Give not thy strength to women” (Proverbs 31:3) is a general counsel, 
so vividly personalized in the stories (Judges 14; 15; 16) of Samson, 
blind in this respect long before the Philistines gouged out his eyes. 
But it would seem to refer particularly to the prohibition of promiscuity 
among the unmarried, no less than to philandering among the married. 


Unmistakable is the contrast between marital felicity as early as possible, 
and dealings with strange women: 


“Drink waters out of thine own cistern, 

And running waters out of thine own well . . . 

Let them be only thine own and not strangers’ with thee . 
Rejoice with the wife of thy youth. 

Let her be as the loving hind and pleasant roe; 

Let her breasts satisfy thee at all times; 

And be thou ravished always with her love. 

And why wilt thou . . . embrace the bosom of a stranger?” 
(Proverbs 5:15, 17-20) 


As bitter as wormwood—her end 


“The lips of a strange woman drop honey and her mouth seems smoother 
than oil, but her end is bitter as wormwood, sharp as a two-edged sword. 
Her feet go down to death, her steps take hold on hell. . . . Remove thy 
way from her, and approach not nigh the door of her house, lest thou 
give thine honor unto others . . . lest strangers be filled with thy wealth 

. and thou mourn at last, when thy flesh and thy body are consumed” 
(Proverbs 5:3-11). 
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The way 
of a man 
| with a maid. 


Yes, the foolish, predatory woman of vice is not far afield. “She is 
sitting at the door of her house—often in the ‘best places’—clamoring 
for custom: ‘If you are stupid and ignorant, come in,’ she says. ‘Stolen 
waters are sweet, and bread eaten in secret is pleasant.’ But he knoweth 
not that the dead are there, and that her guests are in the depths of the 
netherworld” (Proverbs 9:13-18). 


Violation of virgins 


The Law proclaimed that a man discovered to have raped an un- 
betrothed virgin is required to bear full responsibility for her future 
(Exodus 22:16, 17; Deuteronomy 22:28, 29). Parents are sternly for- 
bidden to make prostitutes of their daughters “lest the land fall to 
whoredom and .. . be full of wickedness” (Leviticus 19:29). 


Judah was ready to burn Tamar for her harlotry until, realizing his 
own unwitting incest and his neglect to provide for his daughter-in-law’s 
future, he was compelled to confess, “She hath been more righteous than I” a 
(Genesis 38:6f). 


Simeon and Levi refused to accept the good faith of Shechem, after . 
he had “taken Dinah, and lain with her, and defiled her.” His offer of 
marriage was met with ugly revenge. When Father Jacob protested his 3h 
sons’ wholesale violence, they justified themselves, “Should he deal with 
our sister as with a harlot?” (Genesis 34:1-31). 


No less dramatic is the imbroglio of David’s children. Amnon plots 
a liaison with his half-sister, Tamar. She begs for merey, “ ‘Nay, my 
brother, do not force me; for no such thing ought to be done in Israel: 
do not thou this folly! And I, whither shall I carry my shame? 
And as for thee, thou shalt be one of the fools in Israel. Now, therefore, 
I pray thee, speak unto the king; for he will not withhold me from thee.’ 
Howbeit he would not hearken unto her voice; but being stronger than 
she, forced her, and lay with her” (II Samuel 13:12-14). Absalom, 
Tamar’s true brother, shortly disposed of his sister’s seducer. 
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All this is strong brew. But it is not out of proportion in a society 
that condemned to death the adulterer and the adulteress, the homosexual 
and the sodomite . . . that defined incest meticulously (Leviticus 18:20; cf. 
Deuteronomy 27:20-23; Genesis 38:8f) . . . that sought to provide the 
childless widow with a new husband (Deuteronomy 25: 5f, cf Ruth) 
that gave the groom the right to expect virginity in his bride, yet pro- 
tected the newly-married from slander and the betrothed from attack 
(Deuteronomy 22:13-21, 23-28). Divorce was both permitted and re- 
stricted (Deuteronomy 24:1-4; 22:19, 29), and something resembling 
sexual hygiene was rather specifically prescribed (Leviticus 15:16f). 


Sexual extremes 


Primitive passions were not confined to prehistoric legend. Euphemism 
veils the sin of Ham (Genesis 9:22; cf. Leviticus 18:7, ete.) that merits 


a father’s curse, and the pagan denizens of Sodom (Genesis 19:1f) only 
make their infamous threats. But history reveals the ravages of sexual 
brutality in a corner of Israel itself, bringing about bitter internecine war- 
fare and resulting in the decimation of the guilty Benjamites (Judges 
19-21). 


Sex ethics men had to learn the hard way, on the road up from the 
primeval jungle. The twentieth century has no monopoly on human 
bestiality. 


shadow into light 


So much that is negative—the “abomination before the Lord’”’—is only 
the dark and deep shadow that throws into high relief the essential 
rightness of sexual morality loftily conceived . .. the tenderness that 
finds passing wonderful “the way of a man with a maid,” (Proverbs 
31:19) ... and the infinite beauty of “love strong as death . . . which 
many waters cannot quench, nor floods drown” (Song of Solomon 8:6-7). 


At the summit of sublimity is Hosea (3:1), “Then said the Lord unto 
me, ‘Go yet, love a woman dear to her paramour, even an adulteress, 
even as the love of the Lord ...’” and “I will betroth thee unto me 
for ever; yea, I will betroth thee unto me in righteousness, and in justice, 
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and in loving kindness and in mercy. 1 will betroth thee unto me in 
faithfulness: and thou shalt truly know the Lord” (Hosea 2:19). 


Not far removed from these heights is the more earthy “I will go up to 
the palm tree, I will take hold of the boughs thereof . .. 1 am my be- 
loved and my beloved is mine” (Song of Solomon 7:8, 10). 


The sexual is not to be ignored, neither is it to be repressed nor even 
sublimated, Sacred Scripture seems to tell us. It is to be accepted as a 
divine blessing, to be refined and disciplined and consecrated. It is to 
be made spiritual . . . to the greater glory of a loving Creator. 


(Most of the translations are from the King James version, with oc- 
casional free rendering by the author.) 


“What I don’t like about boys WILLIAM 
COLLIER'S is, they’re so darn necessary!” VON RIEGEN 
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Marriage and the law 


Medico-legal requirements in Massachusetts 


by Nicholas J. Fiumara, M.D., 
and Arthur J. Hassett 


One of a man’s fundamental rights is his right to marry. This right is 
based on the natural law. To achieve the ends of marriage (proles et 
fides), nature has imposed certain conditions under which a marriage 
may take place . . . physical maturity, capacity to give consent, etc. 
While the right to marry is inherent in the individual, the exercise of that 
right demands that he be willing and able to assume marital duties and 
responsibilities. 

Marriage is also a social institution. The state, representing society, 
is an interested third party to every marriage. It has the right and obli- 
gation to regulate the conditions of marriage so far as these clearly con- 
cern the interests of society . . . for example, to require the marriage 
license and waiting period. It determines the rights and duties of a 
husband and wife so far as these rights have social consequences, especially 
those concerning the care of their children or the economic position of the 
members of the family . . . for instance, their position as heirs. 


Consequently, a good part of the law relates to the problems of marriage 
and to the reciprocal rights, obligations and duties of each member of the 
family. 


Here we're concerned with marriage as a social institution, with our 
states’ medical and legal requirements for marriage. Our aim: to supply 
the answers to questions asked of busy physicians by patients planning 
to be married. We selected the questions from the letters and telephone 
inquiries of physicians to the Division of Venereal Diseases. 


First, it might be well to clarify a few fundamental concepts. Under 
Massachusetts law, one files a notice of intention of marriage. After a 
waiting period, one receives a certificate of notice of intention of marriage. 
This certificate—when properly signed following the marriage ceremony— 
becomes a marriage certificate. The certificate of notice of intention of 
marriage is commonly known as the marriage license—though not legally 
so designated. 


To obtain a marriage license without parental consent, a male must be 
21 years old and a female 18 (General Laws, Chapter 207, Section 33). 
These ages are commonly referred to as the legal age for marriage. 
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America’s maze of premarital laws confuses 
couples trying to get married, frustrates public 
health people trying to control syphilis. To focus 
attention on the need for greater uniformity, the 
Journal features Massachusetts’ premarital medico- 
legal requirements, invites VD control officers of 
other states to discuss the problem. 


Males not less than 18 but not yet 21 and females not less than 16 but 
not yet 18 may obtain a marriage license provided the clerk or registrar 
has received in writing the consent of the father or guardian of each of 
the minors (General Laws, Chapter 207, Section 33) and provided also 
that they furnish documentary proof of age (General Laws, Chapter 207, 
Section 33A). 


If the marriage clerk or registrar has reason to believe that the appli- 
cants are below the legal age for marriage, he must receive documentary 
proof of age before issuing the marriage license (General Laws, Chap- 


ter 207, Section 33A). 


A license may be granted to a boy under 18 or a girl under 16 only 
after a hearing and order by the probate court for the county or the district 
court in the judicial district where the minor lives, provided both parents 
or guardians of the minors have given their consent to the court (General 
Laws, Chapter 207, Section 25). 


Application for marriage license 


The details of applying for and obtaining a marriage license vary 
depending on whether .. . 


¢ Both applicants live in Massachusetts 

¢ Both live in the same city or in different cities of the state 
¢ One of them is a member of the Armed Forces 

@ One or both are residents of another state 


¢ The couple plan to marry in Massachusetts or outside the state. 


Marriage in Massachusetts 
Both Massachusetts residents 


¢ If both candidates reside in the same city or town they may apply 
for the marriage license at the office of the clerk or registrar of their 
city or town. Both must apply in person. They may apply together 
or singly, but both must file their intentions to marry. 
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Out-of-state marriage 


Applications of divorced persons in Massachusetts 


¢ If the candidates reside in a different city or town each must 


file a marriage intention with the clerk or registrar of his or her 
residence. 


¢ If one or both candidates are members of the Armed Forces, only 
one needs to appear and file marriage intentions for both, provided 
one lives in Massachusetts. If both reside in the same city or town, 
the marriage intention is filed at the office of the city or town clerk 
or registrar. If they come from different communities, the person 
making the application files intentions in both places. 


One a Massachusetts resident 


¢ The Massachusetts resident may file marriage intentions for both 


in his city or town. This applies both to civilians and members of 
the Armed Forces. 


Both non-residents 


¢ Both must appear and file intentions at the clerk’s or registrar's 
office of the city or town where the marriage is to take place. 


Rules vary from state to state and depend on whether or not one of the 
partners is a member of the Armed Forces. The general requirement is 
that both candidates appear and file intentions at the city or town of the 
state where the marriage is to take place. They will be wise to take along 
documentary proof of identity and age . . . birth certificate, auto license, 
etc. If a couple plans to be married in another state, they do not apply 
for a license in Massachusetts. 


¢ If one or both applicants have been divorced, the divorced person must 
file with the clerk or registrar a certificate or certified copy of the divorce 
record obtained from the clerk or corresponding official of the court which 
granted the diverce. This certificate must contain the title and location 
of the court, the names of the parties to the divorce proceedings, the name 
of the party who obtained the divorce, the cause of divorce, and the date 
the decree became absolute (General Laws, Chapter 207, Section 21). 


¢ If there has been more than one divorce, a certificate for every divorce 
must be filed with the marriage intention. A person from whom a divorce 
has been granted who files a notice of intention to marry within two 
years after the divorce decree becomes absolute must—if his divorced 
partner has died—also file with the marriage intention a certified copy 
of the death certificate (General Laws, Chapter 207, Section 21). 
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e If for any reason the person making the marriage application cannot 
obtain a certificate of the facts relating to his divorce, he may state under 
oath—before a probate judge in the county where the marriage intention 
is to be filed—the facts required in a certificate and explain why he 


could not get this certificate. If the applicant can satisfy the judge that 
he is telling the truth, the judge can issue a certificate with the necessary 
facts, and this may be filed with the notice of intention to marry. 


When to apply—the waiting period 

Since there is a five-day waiting period (counting Saturdays, Sundays 
and holidays) between application for and issuance of the license, and 
since city and town clerk’s offices are generally closed Saturc.ys, Sundays 
and holidays, applicants are advised to apply early. The license is valid 
for 60 days from the date one has filed intentions. If a person does not 
marry within this period, he must return the license to the clerk or 
registrar who issued it (General Laws, Chapter 207, Section 28). 


Waiver of waiting period 


The five-day waiting period between the application and issuance of 
the license may be dispensed with for good and sufficient reasons. Waivers 
may be obtained under these conditions (General Laws, Chapter 207, 
Section 30, as amended) : 


Judicial process 


When a prospective couple feels it expedient and necessary to have the 
marriage take place before the five days required by law from the date of 
their application, they may petition for a waiver of the waiting period 
from a judge of a probate court, a justice of a district court, a special 
judge of probate and insolvency or a special justice of a district court. 


After hearing the evidence, the judge may grant a certificate stating that 
in his opinion the intended marriage should be solemnized without delay. 
On receipt of this waiver the clerk or registrar will issue at once the cer- 
tificate of notice of intention to marry. 

If both applicants are Massachusetts residents or if both are not residents 
of this state, both must appear before the judge as well as the marriage 
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A court hearing 
and order for 
the 15-year-old. 


clerk or registrar. But if just one is a Massachusetts resident, only the 
resident need appear before the judge or justice for the waiver. 


If the male applicant is under 18 or the female under 16, their parents 
must accompany them in their appearance before the judge and give their 
consent. 


Imminent death of either party 


In extraordinary or emergency cases when the death of either person 
is imminent, the clerk or registrar issues a marriage license at once on 
receipt of a request from a minister, priest, rabbi, chairman of an incor- 
porated local spiritual assembly of Baha’is, or attending physician. 


Pregnancy 


If a woman is near the termination of her pregnancy, and if a minister, 
clergyman, priest, rabbi or attending physician requests it, the clerk or 
registrar may issue a marriage license at once. The premarital medical 
certificate would not be required in this case (General Laws, Chapter 207, 
Section 28A). If pregnancy is not far advanced, a waiver may be obtained 
from a judge or justice. 


Fee for marriage license 


A fee of $2.00 is charged for filing the notice of intention of marriage. 


Medical certificate 


A premarital examination law has been in eflect in Massachusetts since 
1941. It has been amended twice, the last time on February 20, 1950. 
Its objectives: 


© To find cases of syphilis. 
¢ To prevent the spread of syphilis. 
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In examining a patient planning to marry, the doctor keeps in mind 
two questions: 


© Does the patient have syphilis? 


e If so, is the disease in a stage or form that is infectious or 
potentially so? 


To obtain the answers to these two questions, the physician tests the 
patient’s blood. Questions have been asked on how thorough should the 
physical examination be, particularly in the case of female applicants. 
And how advisable is a pelvic premarital examination? 


In most instances the patient’s history will determine the extent of the 
examination. For example, if a patient has no history of promiscuity, a 
negative blood test for syphilis would be sufficient evidence that the patient 
in all probability does not have syphilis. 


However, if the patient has a history of promiscuity—particularly of 
recent sexual exposures—a physical examination will determine whether 
or not the patient has a primary lesion, a lesion of secondary syphilis, or 
healed scars of these lesions. 


Whereas a patient with secondary syphilis invariably shows a positive 
reaction, only 25% of the patients have a positive reaction when syphilis 
first appears (although by the end of the third week of primary syphilis 
most patients will develop a positive blood test). 


As a consequence, many physicians perform a blood test for syphilis on 
the prospective couple during their first visit. If the blood test reports are 
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negative and if there is no history of promiscuity, the physician signs the 
certificates and gives them to the couple. But if there is a history of recent 
sexual exposures (within three months)—and even if the blood test is 
negative—the doctor examines the patient to determine whether or not he 
may have sero-negative primary syphilis. 


The thorough physical examination 


While the premarital law does not require an examination except for 
syphilis, more and more patients are asking their doctors for a thorough 


physical examination before their wedding. These patients want to know 
their physical status before their marriage and to have any defects cor- 
rected. It is hoped that more physicians will encourage their patients to 
obtain a more thorough physical examination than that required by the 


premarital examination law. 


In Massachusetts 39 laboratories as well as the State Wassermann 
Laboratory have been approved by the State Department of Public Health 
this year for performing serologic tests for syphilis. In addition, the state 
health department has agreed to accept the report of any standard blood 
test for syphilis performed by laboratories operated by or for any state 
health department, District of Columbia, New York City, territory of the 
United States, laboratories of the Armed Forces, U. S. Public Health 
Service, and provincial health departments of Canada. 


The blood test for syphilis is valid for 30 days prior to the issuance of 
the marriage license. The 30 days are counted from the date the blood 
was drawn from the patient. Persons may visit their doctor to apply for 
a medical certificate as long as 85 days prior to the wedding. 


Procedure on discovering syphilis 


Should the doctor discover that his patient has syphilis, he determines 
the stage of the disease and then decides whether or not the disease is in a 
communicable or potentially communicable form. 
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Born and educated in Boston. Lecturer at Boston College's 
School of Nursing and Wesson Maternity Hospital. Massa- 
chusetts state registrar of vital statistics and deputy secretary 
of state. 


Arthur J. Hassett 


After this, he has to inform the couple of the disease in one partner. 
He must also explain the nature of the disease, whether or not it is in an 
infectious stage, and the chances of transmitting it to the non-infected 
partner and to their children. 


If the disease is in a non-infectious stage, the patient is not required by 
law to receive treatment before the physician signs the premarital certifi- 
cate. But for the sake of the infected patient and the future spouse, the 
physician should recommend treatment to prevent the development of late 


syphilis. 


Infectious syphilis 


A patient with infectious syphilis requires different handling from one 
with the disease in a non-infectious stage. The doctor is forbidden to sign 
the medical certificate until the patient with infectious syphilis has received 
adequate therapy. 

By regulation, infectious or potentially infectious syphilis is the primary, 
secondary and early latent stages of syphilis. 

Early latent syphilis has been defined as the presence of a symptomless 
infection characterized by a repeatedly positive standard blood test for 
syphilis with negative spinal-fluid serologic findings and with a history of a 
primary lesion within four years, or in the absence of an initial lesion, 
when the patient is less than 30 years old. Although late latent syphilis 
in women of child-bearing age is potentially communicable to the fetus 
during pregnancy, it is not a bar to marriage. However, these women 
should receive treatment at the earliest opportunity. 


The need for follow-up 


Would a patient with infectious syphilis be prevented from marrying? 
The answer is no, provided he has received (in the opinion of his physi- 
cian) adequate treatment before the wedding. 


What is adequate treatment? Ideally, adequate treatment for infectious 
syphilis is six million units of penicillin distributed over a 10-day period, 
and two years of satisfactory post-treatment observation. The latter indi- 
cates that at the end of two years the patient has a negative blood and 


spinal fluid serology ... or less desirable. but acceptable, a negative 


spinal fluid serology and a blood reagin fastness of low titre. Thus, ade- 
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requires a 
blood test 

for syphilis. 


quate treatment ideally requires the marriage to be postponed for at least 
two years. 


However, when the candidates for marriage are unwilling to delay their 
wedding, the physician is permitted to sign the certificate provided the 
infected partner has received minimum adequate therapy. In our opinion, 
minimum adequate therapy is 2,400,000 units of penicillin distributed 
over a four-day period. 


When discussing the disease with both partners, the physician should 
stress the necessity for faithful post-treatment observation of the patient in 
order to discover or prevent an infectious relapse. 


Massachusetts residents marrying in another state 


There have always been a number of Massachusetts residents who have 
married in another state because the future spouse was an out-of-state 
resident or, for instance, because of employment. During World War II, 
the number of out-of-state marriages for Massachusetts residents increased. 
Because of the amount of interstate civilian travel at the present time, and 
the Korean war, the physician sees more and more applicants for exam- 
ination and a medical certificate for use in another state. 


That these medical certificates are not acceptable in some states is only 
too evident from the anguished long-distance telephone calls we receive in 
the Division of Venereal Diseases. 


Therefore, in talking to patients who want to be married in another 
state, the physician must keep in mind three important questions: 


¢ Will the other state or territory accept the signature of a physi- 
cian licensed and registered to practice in Massachusetts? 


¢ Will the other state accept the blood test report of the Massa- 
chusetts State Wassermann Laboratory? (The other laboratories 
are not considered because so few states accept the reports of labora- 
tories approved by a state health department.) 
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© Will the other state accept the Massachusetts certificate if the 
blood sample is examined at the State Laboratory? 


These questions are fundamentally important because their answers 
determine whether a physician signs the Massachusetts certificate or a 
certificate of the state where the patient will marry, or sends the patient 
to a physician in the other state for a blood test and certificate. 


To help the physician 


The following comments and accompanying tables will help the physician 
in reaching the correct decision. 


At the present time (September 1, 1952), 39 states, three territories and 
four Canadian provinces have premarital examination laws. Of them, 19 
states and two territories will accept the Massachusetts medical certificate 
when signed by a Massachusetts physician and the blood test performed 
at the State Wassermann Laboratory. 


Eleven states will accept the report of the Massachusetts State Wasser- 
mann Laboratory and the signature of a Massachusetts physician but 
require that the Bay State physician sign the out-of-state form. To 
expedite matters, it is suggested that for marriages in these states, physicians 
write across the laboratory slip the name of the state. When the blood 
test has been completed at the State Wassermann Laboratory, the clerk 
will insert the premarital form of the appropriate state together with the 
laboratory report. If the particular state requires that the pertinent part 
of the form be completed by the laboratory director—and some do—that 
will be done. 


If physicians have questions as to the requirements of Massachusetts 
or of other states or territories, they are cordially invited to telephone or 
write to the Massachusetts State Division of Venereal Diseases for a prompt 
answer. District health offices, local boards of health, and city and town 
clerks or registrars also supply information on these requirements. 


A person with 
infectious syphilis 
must have treatment 
before marriage. 
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TABLE | 


LABORATORIES APPROVED IN MASSACHUSETTS FOR THE 
PERFORMANCE OF SEROLOGIC TESTS FOR SYPHILIS 


Location Laboratory 


Boston Boston Dispensary 
Boston Health Department 
Commonwealth Clinical Laboratory 
Leary Laboratory 
Massachusetts General Hospital 
Massachusetts Memorial Hospitals, Genito-Infectious Disease Clinic 
Brockton Brockton Health Department Laboratory 
Brookline Sias Laboratories 
Cambridge Mount Auburn Hospital 
Clinton Clinton Hospital 
Fall River St. Anne's Hospital 
Union Hospital 
Fitchburg Burbank Hospital 
Great Barrington Fairview Hospital 
Greenfield Franklin County Public Hospital 
Haverhill Hale Hospital 
Holyoke Holyoke Hospital 
Providence Hospital 
Lawrence Lawrence General Hospital 
Lowell Lowell General Hospital 
Montague Farren Memorial Hospital 
New Bedford Burt Clinical Laboratory 
St. Luke's Hospital 
Newton Newton-Wellesley Hospital 
North Adams North Adams Hospital 
Norwood Norwood Clinical Laboratory 
Pittsfield Hillcrest Hospital 
Pittsfield General Hospital 
St. Luke's Hospital 
Quincy Quincy City Hospital 
Salem Salem Hospital 
Springfield Mercy Hospital 
Springfield Hospital 
Tewksbury Tewksbury State Infirmary 
Waltham Waltham Hospital 
Worcester St. Vincent Hospital 
Worcester Health Department Laboratory 
Worcester City Hospital 
Worcester Hahnemann Hospital 


Note: These laboratories are in addition to the State Wassermann Laboratory, at 281 South 
Street, Jamaica Plain. 
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TABLE Il 


PREMARITAL LAWS IN THE UNITED STATES AND CANADA 


Reciprocity between Massachusetts and Individual States, 
Territories, New York City, and Canadian Provinces 


Waiting Period 

Out-of-State in Days between 
Massachusetts Certificate Application for Number of 
State, Territory Certificate Acceptable in and Issuance of Days Blood 
or Province Acceptable Massachusetts License Test Valid 


Alabama 30 
Alaska 
Arizona 
Arkansas 
California 
Colorado 
Connecticut 
Delaware 24 hrs., residents 
4 days, non-res. 
District of Columbia 
Florida 
Georgia 
Hawaii ** 
Idaho 
Hlinois 
Indiana 
lowa 
Kansas 


5 
3 
0 
3 
0 
0 
0 
3 


30 resident 
20 non-res. 
15 
15 
30 


Kentucky 
Louisiana 
Maine 
Maryland 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada 
New Hampshire 
New Jersey 


30 


New Mexico 
New York State 
New York City 
North Carolina 
North Dakota 
Ohio 

Oklahoma 
Oregon 
Pennsylvania 
Puerto Rico 


No Yes 

Yes No * 
Yes Yes 

NO LAW 

No Yes |_| Oye 

NO LAW 

NO LAW Be: 

Yes ** Yes 15 a 

Yes No 20 oe 

No Yes 30 

NO LAW 

Yes Yes 30 ne: 

Yes Yes 30 

NO LAW me 
Yes Yes 30 a 

Yes Yes 30 ney 

No Yes 30 oS 

No Yes 30 ae 

No Yes 30 ‘x 

No Yes 30 pe 

No Yes 10 = 

No Yes 30 
No No 10 me 
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Waiting Period 
Out-of-State in Days between 


Massachusetts Certificate Application for Number of 
State, Territory Certificate Acceptable in and Issuance of Days Blood 
or Province Acceptable Massachusetts License Test Valid 


Rhode Island 0 residents and 


male non-res. 


5 non-res. females 


South Carolina 24 hours 


South Dakota Yes Yes 0 20 
Tennessee No Yes 3 30 
Texas No Yes 0 15 
Utah No Yes 0 30 
Vermont Yes Yes 5 30 
Virginia No No 0 30 
Virgin Islands NO LAW 

Washington NO LAW 3 

West Virginia No Yes 3 30 
Wisconsin No No 5 15 
Wyoming 0 


CANADA 


Alberta No No 
British Columbia Law never put into effect 


Manitoba Yes No 30 
New Brunswick NO LAW 
Newfoundland NO LAW 
Nova Scotia NO LAW 
Ontario NO LAW 
Prince Edward Island No No 7 30 
Quebec NO LAW 


Saskatchewan No 


* No official certificate prescribed. 
** Massachusetts premarital form to be accompanied by the Wassermann Laboratory slip. 


*** Special authorization required for out-of-state residents. 


Note: An out-of-state premarital examination certificate acceptable in Massachusetts must 
be signed by a physician licensed to practice in any of the states, District of Columbia and 
territories of the United States or a medical officer of the U.S. Armed Forces or Public Health 
Service. The blood test for syphilis must have been performed at a laboratory operated by or 
for a State Department of Public Health, the District of Columbia, New York City, a Territorial 
Health Department, the Armed Forces or Public Health Service of the United States or a 
Provincial Health Department of Canada. 
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TABLE Ill 


STATES, TERRITORIES AND CANADIAN PROVINCES REQUIRING OWN 
PREMARITAL CERTIFICATE BUT ACCEPTING THE LABORATORY REPORT 
OF STATE WASSERMANN LABORATORY AND PHYSICAL EXAMINATION 


OF MASSACHUSETTS PHYSICIAN 


(December |, 1950) 


Massachusetts State 
Wassermann Laboratory 
State Report Acceptable 
Florida 
Ilinois 
Indiana 
Kentucky 
Michigan 
Nebraska 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Pennsylvania 
Puerto Rico 
Tennessee 
Texas 
Utah 
Virginia 
West Virginia 
Wisconsin 
Wyoming 


CANADA 


Alberta No 
Prince Edward Island No 
Saskatchewan Yes 


HAVE YOU... 


Renewed your ASHA membership for 1953? 


Massachusetts Physician's 
Physical Examination 
Report Acceptable 


Mailed your 1953 subscription to the JourNAL oF SociaL HycieNe? 
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Motivation of the volunteer 


venereal disease patient 


by John A. Morsell 


The importance of getting the venereally infected person to come in 
voluntarily for diagnosis and treatment is evident in the great diversity of 
educational activities designed to increase the number of these volunteers. 


A Brief Presentation of the Venereal Disease Control Plan in the USA, 
published by the U. S. Public Health Service’s venereal disease division, 
succinctly states these goals: “To raise the level of personal suspicion, 
activities in this field are directed toward the public generally and toward 
specific groups, toward patients during treatment and toward the medical 
profession. The approach varies, but the message is constant: it tells 
when to suspect venereal disease and what to do about it; it offers the 
assurance that nearly all acquired venereal disease can be cured quickly 
and efficiently.” 


To achieve these goals. however, has required increasing understanding 
oi the factors which either aid or hinder the infected person in reaching 
his decision to volunteer. VD educators have come to realize that they must 
often overcome basic resistances, and that their assurances of simple and 
effective treatment may not always dispel these resistances. Furthermore, 
even when educators bring a person to the point of suspecting infection, 
he may not act promptly. And a few days’ delay is of great consequence. 


What made them volunteer? 


The study discussed here was the second of two conducted cooperatively 
by the Ohio Department of Health, the Columbus health department, the 
U. S. Public Health Service’s venereal disease division and Columbia 
University’s Bureau of Applied Social Research. By studying individuals 


diagnosed or treated by public facilities, we hoped to trace the influences 
responsible for their being either volunteers or non-volunteers. 


A detailed questionnaire was administered to 1,000 persons, 400 of them 
patients in the central Ohio rapid treatment center, the remainder inter- 
viewed in the Columbus health department's clinic. Although we tried to 
include as many early syphilis cases as possible, the sampling was by no 
means restricted to these patients. It was, rather, representative of the 
varied types of cases (including some non-infected persons) with which 
the public VD facility deals on a day-to-day basis. 


The interviews 
The information obtained in the interviews covered these matters: 


@ The individual’s social characteristics (age, race, sex). 

@ His knowledge and opinions about venereal disease. 

@ The symptoms, if any, he had noticed before coming in. 

@ The length of time it had taken him to decide to come in. 

@ The extent to which VD educational material had reached him. 

@ His current diagnosis and the number and type of his sex contacts, 

if any (where required). 

Interviewers paid particular attention to determining whether, and at 

what point, each respondent had had any suspicion that he might have 
contracted a venereal disease. 


Factors influencing suspicion 

To say that venereal disease education seeks to “raise the level of per- 
sonal suspicion” implies that suspecting venereal infection is equivalent to 
volunteering for diagnosis—the primary educational objective. The 
Columbus data confirm this judgment . . . in four-fifths of the cases the 
association between suspicion and volunteering was perfect. Those with 
suspicions volunteered and those without suspicions did not volunteer. 
Detailed analysis showed that the exceptions to this rule were, for the most 
part, only apparent exceptions. 

In view of this correlation and the simplicity it allows in handling data, 
we shall deal here with the factors influencing suspicion of infection. But 
it should be clear that for all practical purposes we are concerned with 
volunteering as the end result of the suspicion. 

Three very broad factors were found to be related to the development 
of suspicion of infection: 


@ The presence and nature of signs or symptoms of disease. 


@ The extent and quality of knowledge about the signs or symptoms. 


@ The degree to which venereal disease was taken as a matter of ordi- 
nary personal concern. 


A fourth factor—attitudes toward sex—had only an indirect association. 
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Influence of symptoms 


Noticeable signs or symptoms were characteristic of most of the 
Columbus patients whose suspicions led them to volunteer for diagnosis. 
This was true of both sexes, although the relationship between symptoms 
and suspicion was stronger among men than among women. It would be 
easy to conclude that noticeable symptoms are tremendously significant in 
getting people to suspect infection. This is obviously the case in the sense 
that no other experience is so likely to be the foundation for suspicion. 


Results were 
tabulated 
according to 
age, sex, race. 


But it is not the whole story. O/ itse//. the symptom is neither necessary 
nor sufficient to cause suspicion of venereal disease ... 15% of the 
volunteers said they had not been aware of any symptom, and 29% of the 
non-volunteers said that they had observed symptoms. 


Not only is it apparent, therefore, that other factors operate in conjunc- 
tion with symptoms to produce varied results, but differences in the number 
and character of symptoms lead to different outcomes. As with the group 
of Mississippi syphilis patients reported on by Gray, Usilton and Carlson 
in the June, 1951, issue of the Journal of Venereal Disease Information, 
the appearance of more than one symptom coincided with a greater likeli- 
hood of suspicion. At the same time, it usually meant that the patient was 
slower to arrive at his suspicion. Plural symptoms do not ordinarily 
appear at the same time, and those for whom the first one was not conclu- 
sive evidence needed more time and additional symptoms for confirmation. 


Location of symptoms 


A more significant distinction was found when symptoms were classified 
according to their nature and location. Those reported by the Columbus 
patients were first divided according to whether they had been noticed on 
or around the genitals or elsewhere on the body. The “genital” symptoms 
were again divided into: 


@ Those of urethral or vaginal origin—drip, discharge—more 
characteristic of gonorrhea. 


@ The more visible, external sores or rashes generally associated 
with early syphilis. 
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A very definite sex difference was observed with this classification . . . 
genital symptoms predominated among men but were reported by only a 
jittle more than half the women. 


The division between the urethra-vaginal type and the other genital 
symptoms was about even in both sexes. 


Although fewer women than men had suspected VD, both showed the 
same kind of association between type of symptom and suspicion. Sus- 
picion was most frequent in the case of urethral-vaginal symptoms, with 
other genital and non-genital symptoms following in that order. 


Furthermore, the same degree of relationship prevailed between the type 
of symptom reported and the accuracy of the patients’ “self-diagnosis” — 
the kind of disease they thought they might have. Those with genital 
symptoms were more likely than the others to suspect the same disease 
which they were later diagnosed as having. 


To know, to act 


The study of community opinion in Columbus (reported in the Decem- 
ber, 1952, issue of the JouRNAL OF SociAL HyGIENE) indicated that differ- 
ences in the amount of information which people possessed about VD bore 
little or no relation to their attitudes about VD. Since their attitudes are 
presumably linked up with their behavior, this suggests that knowledge 
may play a less important immediate role—whatever its long-term role— 
in leading to action. 


On the other hand, the person who is infected with syphilis obviously 
requires a certain minimum of information if he is to come to any con- 
clusion at all about what ails him. Of all the items that might make up 
this minimum, certainly the central one would be a knowledge of the 
symptoms of syphilis. In the absence of this knowledge, a person experi- 
encing symptoms but not identifying them as possibly syphilitic might or 
might not get to proper medical attention, and if he did it would tend to 
be after some delay. 


The members of our sample were divided into two classes according to 
whether their knowledge of the symptoms of syphilis was rated high or low 
on a scale of correctness. In general, these respondents possessed a level 
of kcowledge considerably higher than that found among the respondents 
chosen from the population at large for the community study. Probably 
for this reason the differences between sub-groups in the clinical sample 
were insignificant: much the same percentages of men and women, of 
Negroes and whites, were on both levels of symptoms-knowledge. 


When respondents on the two levels were compared with respect to 
whether or not they had had suspicions of infection, those on the high 
level turned out to have been somewhat more likely to have such suspicions. 
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No symptoms 


Another important facet of knowledge about syphilis is that its symptoms 
are sometimes slight, unobtrusive or transient. Consequently, there is need 
for more than customary alertness to the possibility of catching it. 


Respondents were asked whether they thought it is possible to have 
syphilis without having any signs or symptoms of it. A majority were 
aware of this possibility. And regardless of the type of symptoms they 
had experienced themselves, they were more likely to become suspicious 
than were those who did not know that syphilis can be asymptomatic. 


Interestingly enough, this knowledge appeared to be most clearly asso- 
ciated with suspicion in the case of those respondents who reported no 
symptoms of their own . . . those who were, on that account, most in 
need of this information. It is clearly important to stress the need to be 
alert to the possibility of infection. 


Sources of VD knowledge 


While the members of the clinical sample were better informed about 
syphilis than were those questioned in the community-wide survey, our 
attempt to trace the principal sources of their knowledge was equally 
unsuccessful, probably for the same reasons. No one source of knowledge 
stands out as contributing the most to their current knowledge. 


The two groups are alike also in that those whose earliest knowledge 
was acquired when they were under 20 were better informed than those 
who first learned at later ages. Furthermore, persons who had learned 
before they were 20 were more likely to have added to their knowledge 
afterward. 


We cannot be sure of the reason why the age of introduction to venereal 
disease information should make such a difference, but its importance for 
the VD educator is apparent. He should stress that it is important for 
parents to tell their children early the facts they need to know about VD. 


Effect of being "VD conscious” 


The clinical respondents, like those interviewed in the community-wide 
study, differed in the extent to which they were ready to think of venereal 
disease as a matter of possible concern to themselves personally. This does 
not mean that any of them were in a state of continual suspicion that they 
might have caught VD . . . it means simply that they did not need a 
unique circumstance to convince them of the possibility of their own 
infection. For these respondents, catching a venereal disease was not 
unthinkable. The question asked was: “Did you ever think it (VD) just 
couldn't happen to you?” Those who answered “No” were called “VD 


’ 
conscious.” 
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About three-fifths of the members of the clinical sample were thus classi- 
fied as “VD conscious.” They were considerably more likely to have 
suspected infection than were those not so classified . . . in fact, no other 
attribute seems to have had quite so strong an association with suspicion 
of infection. 


Differences within the sample were of much interest. Negroes were 
slightly more “VD conscious” than whites, veterans more so than non- 
veterans,-men very much more so than women. The sex difference is 
especially worth noting, since it is so often taken for granted that men’s 
greater tendency to volunteer for diagnosis can be explained simply on the 
basis that their symptoms are different. 


It is evident from this finding that psychological differences must also 
be given their proportional weight. 


Response to educational materials 


As one would expect, differences in “VD consciousness” led to different 
reactions to educational material. They are so similar to the reactions 
encountered among the respondents of the Columbus community study 
that we seem justified in regarding “VD consciousness” as the practical 
equivalent of the “psychological readiness” discussed in the other study. 


Clinical respondents who were “VD conscious’—like community 
respondents with “psychological readiness’”—reacted to what they read or 


heard by thinking about their own health or about getting a medical 
check-up. And this response in turn was positively related to suspecting 
venereal infection. 


Clinical patients 
knew more about VD 
than other people. 


Influence of attitudes toward sex 


Since people interpret the acquisition of venereal disease as evidence of 
sexual transgression, the interview inquired into the way people felt about 
extramarital sex relations . . . on the hypothesis that those who approved 
or were indifferent would be more disposed to suspicion than those who 
disapproved. 


These questions asked whether respondents approved, disapproved or 
were neutral toward premarital sex relations and asked for their estimates 


43 


2 
/ 
fee 
q 
Whi 
| 


of the extent to which people generally indulge in them. The same ques- 
tions were used in interviewing the community-wide sample, and the differ- 
eces between the two groups are clear-cut . . . over half (52%) of the 
community respondents—but barely a third (32%) of the clinical respond- 
ents—said they disapproved of sexual relations before marriage. 


There was no direct association between these opinions and the likeli- 
hood that infection would be suspected. But persons who disapproved 
and at the same time believed that most other people do not have such 
relations were less likely than others to report suspicion. Disapproval, 
when accompanied by a high estimate of the extent of premarital sex rela- 
tions, did not not seem to affect the development of suspicion. 


The most significant aspect of the moral issue among these respondents 
appears to have been whether or not they would feel themselves singled out 
for disapproval by the kind of behavior which venereal infection implies. 


Factors influencing prompt volunteering 


Prompt volunteering is important because it reduces the possibility of 
the spread of infection and improves the patient's chance of cure. Our 
study was concerned, therefore, with what might be learned of the factors 
which tend to hasten or retard the infected individual in making up his 
mind to get medical attention and in carrying out his decision. 


We classified volunteer respondents as “delayers” or “non-delayers” ac- 
cording to the number of days they said had elapsed between the appearance 
of a symptom and their visit to the clinic. The half that came in most 
quickly were “non-delayers” and the other half “delayers.” Depending on 
whether or not symptoms had been noted, the median time interval ranged 
from six to 15 days for the sample as a whole. 


Influence of symptoms 


As in the case of suspicion of infection, differences in type of symptoms 
led to differences in the time interval. Persons with genital symptoms 
naturally came sooner than those whose symptoms were elsewhere. 


Interestingly enough, however, patients who became suspicious in the 
absence of symptoms were, by that token, so alert to the possibility of VD 
that they were the quickest of all to volunteer. This is in line with the fact 
that “VD conscious” respondents as a group were likely to have had gen- 
erally shorter time intervals than those who were not “VD conscious.” 


Influence of knowledge 


Differences in a knowledge score (based on knowledge both of syphilis 
symptoms and of the possibility of their absence) were reflected in differ- 
ences in delay, although the degree of association was not high. Among 
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Young men 
lack urgency 
in seeking 
treatment. 


women, high-level knowledge led to prompter volunteering, but among 
men there was either no relationship or the relationship was reversed. 


Particularly among the younger men, a high level of syphilis knowledge 
appeared to be associated with tendencies to delay. Perhaps the kind of 
knowledge these men have makes them feel they are “in control of the 
situation,” with the result that they are deliberate rather than hasty in 
what they do when they suspect infection. At any rate, their knowledge 
seems lacking in the elements that give a sense of urgency toward action. 


An illustration of this is that respondents on a high knowledge level 


were more likely than the rest to have made a “self-diagnosis” of syphilis. 


Yet those who thought they had syphilis did not come to diagnosis any 


sooner than those who thought they had gonorrhea or some unspecified 
venereal disease. 


Knowledge that included information about the much more serious 
consequences of untreated syphilis would presumably have aided in more 
prompt appearance for diagnosis. Evidently VD material must refer con- 
tinually to the physical consequences of untreated syphilis. 


Influences of attitudes toward VD 


Answers to a series of attitude questions reflected the influence of senti- 
ments and opinions about venereal disease per se on speed in seeking 
diagnosis. Although most respondents indicated that the idea of having 
syphilis worried them in some way or other, this did not seem to be related 
to delay. 


Fears about treatment, however, were so related . . . among men, those 
who said they were afraid of the pain attendant upon the use of “needles” 
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tended to be later in coming to diagnosis. For reasons we cannot explain, 
women appeared to react to fear of pain in exactly the opposite manner. 


About half the respondents said that to be infected with syphilis 
would (or did) make them feel guilty, as if they had done something 
wrong. In some instances this was guilt because of moral violation, in 
others because of failure to “be careful.” The former was considerably 
more frequent among women, the latter more frequent among men. 


The relationship between feelings of guilt and differences in the time 
interval was slight and confined to the white respondents. Again the 
sexes differed, with women being deterred by feelings of moral guilt. 


of disclosure 


This seems related to the fact that women are much more fearful than 
men of the results for themselves if their infection should become known 
to others. In general, women who expressed this fear of disclosure were 
much more likely to delay than were those without such fear. Among 
men there appeared no relationship of this sort. 


When the “others” to whom disclosure is feared are one’s own friends, 
there seems to be less association with delay, even among women. This 
probably arises from the fact that moral issues were not so plainly in- 
volved where friends are concerned . . . the principal concern of both 
men and women, in this connection, was the possibility of transmitting 
the disease to their friends. 


In every instance in which respondents indicated some kind of worry 
or fear in connection with the idea of syphilis, they were asked whether 
this would (or did) cause them to wait before coming to diagnosis. 
Those who showed a tendency to be “hesitators” by answering “yes” 
were found to be delayers in two-thirds of the cases . .. among the 
non-hesitators, almost the same proportion were found to be non-delayers. 


Conclusions 


Volunteering for diagnosis stems from a suspicion of infection, which 
should then be acted upon promptly. Raising the level of suspicion and 
encouraging promptness are twin objectives of VD education. 


The results of the study discussed in this paper were consistent with 
other findings which indicate that the presence of symptoms—especially 
the more obtrusive kind located on or near the genitals—is basic to most 
suspicion of infection. 


It confirmed the importance of knowing the nature of the symptoms of 
syphilis and of knowing that these symptoms may sometimes be lacking. 


It gave evidence that if people are convinced that venereal disease is 
a possibility for themselves—if they are “VD conscious”—they are more 


Women usually 
don't want 
their infection 
known to others. 


likely to become suspicious when given cause. They are also more re- 
ceptive and responsive to VD messages contained in educational materials. 


It revealed that if people think they will be classed with a minority of 
sexual wrongdoers, they will be reluctant to admit the possibility of in- 
fection, even to themselves. 


Promptness in volunteering depends also on the symptoms people have. 
Genital symptoms lead to quicker action, but people who are sufficiently 
alert to the possibility of VD to volunteer in the absence of symptoms 
come in soonest of all. 


Most other factors which are associated with volunteer delay operated 
differently for men and women... greater knowledge about syphilis 
hastened the volunteering of women but not that of men; fear of pain 
retarded men but not women; feelings of guilt and fears of disclosure 
delayed women but not men. There was an indication that many men— 
especially those otherwise well-informed—lacked a sense of urgency which 
they might develop if they thoroughly realized the serious consequences 
of delay in the treatment of syphilis. 


Summary 


This paper reviews some of the findings of a study of 1,000 persons 
who came to medical attention as venereally infected or possibly infected 
in Columbus, Ohio, between September, 1948 and April, 1949. The 
data were analyzed for what they could show about the factors which 
influence volunteering for diagnosis and which on that account have 
significance for venereal disease education. 


HAVE YOU... 


Renewed your ASHA membership for 1953? 


Mailed your 1953 subscription to the JOURNAL OF SoctaL 
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Introducing ASHA's new executive director... 


(continued from page |) 


As director during World War II of Community War Services in the 
Caribbean area Mr. Van Hyning negotiated with foreign governments and 
island possessions of the United States to assure satisfactory protection 
of the health of American service personnel stationed in Puerto Rico, the 
Virgin Islands and South America. He also worked with military and 
civil officials to provide adequate recreation for servicemen and to prevent 
the spread of venereal disease. 


After the war Mr. Van Hyning headed UNRRA’s welfare division both 
here and in Europe. Later he reorganized the displaced persons program, 
directed repatriation and consolidated UNRRA’s activities with voluntary 
and other international agencies. 


The new social hygiene director is married and has three children. 
His home is in Greenwich, Conn. 


Miss Eleanor Shenehon, who has been acting director of the American 
Social Hygiene Association since June, will return to her post as director 
of the association’s liaison office in Washington, D. C. 
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A Platform for Social Hygiene 


* For every child . . . education in personal and family living. 


* For high school students . . . preparation for satisfying, 
responsible maturity. 


* Guidance for all in the right use of sex... including training 
for marriage and parenthood. 


* Coordinated social hygiene services in every community. 
* Protection from VD for everybody ... all over the world. 
* Wholesome communities .. . for servicemen, for you and me. 


* Workable laws against prostitution and VD . . . vigorously 
enforced. 


ASHA is dedicated to this platform. We invite you to join 
with us in working toward these goals. They hold out to 
each individual the opportunity to develop his potentiali- 
ties without exploitation and with full regard for the rights 
of others. 


THE AMERICAN SOCIAL HYGIENE ASSOCIATION 


1790 BROADWAY ° NEW YORK 19, N. Y. 
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